
of bilingual volunteer
promoters into the target
area. Indeed, the overall
number of promoters
nearly doubled, and the
proportion who were
bilingual also increased
dramatically. Consistent
with this increase, the
couple-years of protec-
tion provided by meth-
ods distributed by pro-
moters rose steadily over
the three calendar years
studied.

The effects of the in-
tervention were also ev-
ident in the increased
proportions who had
heard of an APROFAM
promoter, who reported
one living in their vil-
lage, who obtained their
method from a promot-
er and who received a
home visit on birthspac-
ing. These findings un-
derscore the promise of
this approach in future
programs.

Several policy implica-
tions emerge from these
results. First, they suggest
that Mayans are open to
the concepts of birthspac-
ing and contraceptive use
if these are presented in a
culturally appropriate
manner. Unfortunately,

the evaluation did not measure exposure to
the video Juana, but anecdotal evidence sug-
gests that it was effective in stimulating dis-
cussion on birthspacing in a community
considered closed to outsiders.

In a related vein, programs should take
advantage of the growing importance of
television, for its ability both to bring in-
formation to isolated populations and to
intrinsically convey what is “modern.”
This medium’s potential for reinforcing
birthspacing norms is still increasing in
this population, as television ownership
nearly tripled over the study period. Al-
though television’s high production and
diffusion costs limit the extent to which
nonprofit organizations can use this
medium, its potential reach and impact
argue for investing in this strategy. 

In addition, the results suggest that
even with a substantial influx of resources,
changes in actual practice will be slow at
best. Despite dramatic differences in
knowledge and attitudes, use changed rel-

study design used. First, it does not con-
trol for selectivity. There may be some in-
tangible factor (such as disposition to new
ideas) that explains why certain persons
both seek out media exposure and become
users of contraceptives. Second, the study
design does not allow one to attribute the
observed changes to the intervention.
Nonetheless, the analysis does provide
useful insight into changes that occurred
between the surveys. Access to services
was critical; having visited the APROFAM
clinic was the most important factor in
both 1992 and 1996, and having experi-
enced a mistimed pregnancy also ex-
plained use in both surveys. Exposure to
media messages had an effect, even when
different measures of socioeconomic sta-
tus were controlled. 

In short, this project was successful in
achieving its objectives. Although the in-
tervention involved multiple activities, the
primary strategy for increasing contracep-
tive knowledge and use was the infusion

atively little; levels of use are still very low
compared with those in the majority of de-
veloping countries. Donors who are in-
terested in assisting the poorest of the poor
in Guatemala must recognize that results
will take time, and that they must be in it
for the long haul.

This project represented one of the first
APROFAM activities to be headed by a
Mayan. The organization recognized the
need to bring greater ethnic diversity to
its staff, especially at the managerial level.
Although one cannot measure the extent
to which the strong leadership of the
Mayan physician from 1993 to 1995 ac-
counted for the success of the project, it
was unquestionably a factor. The director
had immediate credibility among col-
leagues and community leaders because
of his knowledge of the region and his
ability to speak the language. His own
conviction about the benefits of the pro-
gram and about the importance of reach-
ing the Mayan population greatly moti-
vated his team of four supervisors.

However, the experience in trying to re-
place this first director underscores the dif-
ficulty of hiring Mayans to work in re-
productive health. Because family
planning is not widely accepted among
the different Mayan groups in Guatemala,
it is not surprising that Mayans with pro-
fessional training opt for positions in other
sectors (such as child health and agricul-
ture, among others).

Finally, the project was designed in the
pre-Cairo era and had a narrow focus on
birthspacing (albeit for maternal and child
health). The post-Cairo emphasis on of-
fering a wider constellation of services
may work to further destigmatize family
planning for indigenous populations,
since it would be included in a package of
other services, some of which may have
greater appeal.

Ironically, when this research project
began, the key question was “Can we in-
crease the acceptance of contraceptives
among Mayans?” Now that the project re-
sults provide strong evidence that it is pos-
sible, the question has become “Can we 
afford it?” Population funding from in-
ternational agencies is expected to remain
stagnant in Guatemala in the near future
(and has in fact declined from the 1997
level). At the same time, the population
of women of reproductive age is growing.
The government of Guatemala is not like-
ly to make up the shortfall. APROFAM is
quickly moving toward self-sufficiency in
urban services to Ladino women, but cost
recovery is not a viable option among
Mayan women, where contraceptive de-
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Table 6. Statistically significant regression coefficients, test sta-
tistics and odds ratios (with 95% confidence intervals) from mul-
tivariate logistic regression analyses predicting current contra-
ceptive use in 1992 and 1996

Variable and year Coefficient Test Odds ratio
statistic

1992 (N=846)
Visited APROFAM clinic 4.50 6.05 †

Mistimed pregnancy 1.74 2.29 5.68 (1.28–25.30)

Exposed to media 0.79 2.02 †

Interaction between
APROFAM clinic and
media exposure –2.55 –2.73 †

Impact of media exposure 
with clinic visit na na 0.17 (0.03–0.90)

Impact of media exposure
without clinic visit na na 2.21 (1.02–4.80)

1996 (N=958)
Visited APROFAM clinic 1.31 3.03 †

Number of living children
3–4 1.08 4.49 2.95 (1.84–4.73)
>4 –0.15 –0.56 0.86 (0.51–1.45)

Amenities index 0.59 1.72 1.80(0.92–3.53)

Exposed to media 0.88 4.38 2.41(1.62–3.57)

Mistimed pregnancy –0.64 –2.76 †

Interaction between
APROFAM clinic visit and
mistimed pregnancy 1.25 2.38 †

Impact of mistimed
pregnancy
plus clinic visit na na 1.84 (0.71–4.73)

Impact of mistimed
pregnancy
without clinic visit na na 0.53 (0.33–0.83)

†Odds ratio not presented because of the existence of an interaction. Notes: For the regres-
sion predicting use in 1992, goodness of fit χ2=1.66, df=3, p=.65. For the regression predict-
ing use in 1996, goodness of fit χ2=30.04, df=26, p=.27.




